T HE BRITISH JOURNAL OF OPHTHALMOLOGY seven-day occlusion brought out exophoria 90 and left hyperphoria 1'50 (Chart 2). Prescribed for on this basis h'e was completely relieved of all symptoms for seven years, at the end of which period there was a slight recurrence of asthenopia.
9. That the phorias (excepting perhaps some cases of esophoria) prism abduction-presumably the expression of an active divergence centre-sursumduction and deorsumduction, now in man non-purposive, can be best explained on the th'eory that they are persistent vestiges of functions originally useful when panoramic or circumferential vision was important. This is dealt with in more detail but briefly in a monograph published some years ago.* 10. That hyperphoria often varies in degree and even in kind in different parts of the field of fixation, showing insufficiency of one or more muscles. This is much more obvious after occlusion than before, the determination of the particular muscle involved being then much easier.
11. That it is important to measure not only the deviation but also the sursumduction and deorsumduction before and after occlusion. These usually, but not invariably, undergo changes harmonious with the changes in hyperphoria found. 12. The occlusion test usually makes no material difference to the near point of convergence. Of 82 cases in which the near point of convergence was taken before and after occlusion 2 only showed more than 2 cm. increase. In 30 cases th'ere was no change and in 22 the distance was shorter.
13. That the majority of patients are greatly benefited by a partial prismatic correction based on the post-occlusion findings. It is essential that such glasses should be worn constantly. Their immediate effect is often discouraging. It may take several days or even weeks to accomplish the readjustment of innervation and relative muscle action.
14. The blurring in the distance by which a full correction of hypermetropia is sometimes accompanied is often due to PROLONGED OCCLUSION TEST accommodative spasm secondary to the convergence efforts necessary to overcome a deviating tendency (exophoria and hyperphoria) which may be quite latent.
15. Similarly a diminution in the degree of myopia occasionally follows the correction of a muscle imbalance, the necessary corollary of which is that a determination of the muscle imbalance is an important factor in the prophylaxis of myopia. 16 The admission of irregular tendon insertions, that is, of an anatomical basis for heterophoria would seem to negative the classification of the latter condition as a symptom. Yet this Maddox asserts to be the case. It is easy to understand how occlusion can eliminate the fusion impulse and therefore any active contraction due to it, but its influence on muscle tone is less obvious. If occlusion causes subsidence of tone and therefore permits complete relaxation, it mnust result in the eyes assuming their anatomical position of rest. Moreover is it really of vital importance whether the manifestation of latent imbalance is due simply to the relaxation of the active contraction depending on the fusion impulse, or to the subsidence of tone ?
Whether it is due entirely to the former, or to some extent to the latter as well, the fact is that after prolonged occlusion a latent muscle error becomes manifest and that a correction of it commonly produces a great amelioration in the symptoms.
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In the analogous cases of hypermetropia why should we pay so much attention to the latent error, going even to the point of paralysing the ciliary muscle to determine it, if at the same time we ignore the latent muscle imbalance? There can remain no doubt of the intimate relationship between accommodation and convergence, and cases of asthenopia cannot be completely understood without the fullest possible knowledge of each.
As a matter of fact failure to measure muscle imbalance adequately is the commonest cause of failure, in the experience of the writer, to relieve asthenopia. 
